Professor ofMidwifery and Gynwcology, University ofDurham IN the course of examining in six Universities and for the Conjoint Board, I found that remarkably few candidates have examined or followed a case of malignant disease of the uterus. Worse still, as an assessor of the books of cases and commentaries submitted by M.R.C.O.G. candidates, I have noticed a gradual disappearance of these cases from the records. Disquieted by the prospect of a race
Gynecologists. A full enquiry is afoot, but its results are as yet incomplete and, of course, confidential. Consequently, whatever I may say here must be regarded as personal opinion, and in no way official.
The gynecological departments of many teaching hospitals have suffered a general loss of clinical material due, no doubt, to the establishment of new Units along their lines of drainage. But this alone cannot account for the marked numerical fall in cases of malignant disease. There is reason to believe that radiotherapy departments are accepting directly cases of uterine malignancy. That this should be the case in some hospitals, both teaching and regional, where a gynecological department functions under the same roof, seems inexcusable. In many regional hospitals the situation is further aggravated by geographical separation, sometimes wide, of the two departments. In certain regions some gynecological units are dispersed at the periphery, while concentration of the radium supplies and X-ray equipment demands ostensibly a measure of concentration at the centre. In these hospitals, therefore, in addition to the direct acceptance of patients, there is the sinister possibility that the patient referred by the more remote regional gynmcologist to the central therapy unit may be permanently deprived of any further gynecological contact.
In cases of corporeal cancer some measure of protection is initially afforded by the prerequisite of operative confirmation of the diagnosis. It is still not unknown, however, for menopausal or even post-menopausal haemorrhage to be treated by deep X-ray without previous diagnostic curettage. Most cervix cases are, unhappily, only too obvious clinically, and it is almost certainly due to direct reference of these cases to radiotherapy that in some gynecological units corporeal cancer appears, paradoxically, to be a commoner disease.
But even the most obvious carcinoma of cervix calls for a considerable degree of clinical experience and training. Accurate staging, intelligent biopsy, assessment of radiosensitivity, cystoscopy, pyelography, sigmoidoscopy, biochemistry, hematology and bacteriology are all essential from case to case-and not merely for the initial assessment of pathology and the design of the precise pattern of Proceedings of the Royal Society of Medicine 2 treatment, but also for perceptive and alert follow-up. Such training and experience cannot possibly be acquired by mere external and bimanual examination-it must be supplemented from time to time by the intelligent correlation with laparotomy findings which is available only to the clinical gynxcologist.
When this principle is fully and cordially conceded, complete co-operation between gynecologist and radiotherapist is possible and, indeed, exists in some hospitals at present. When it is not conceded, the radiotherapist accepts direct and full responsibility for treatment, the aid of the gynacologist being sought only when some co-existing but undiagnosed concomitant pathology causes trouble, or when some subsequent complication, such as fistuke, radium necrosis, perforation of the uterus, peritonitis, pelvic abscess, intestinal obstruction, &c., arises as the result or in the course of radiotherapy. In such circumstances the gynecologist may find his therapeutic horizon limited to hopelessly complicated node dissections, colostomy, transplantation of ureters, and that final triumph of surgical technique over common sense and common humanity, "pelvic exenteration".
Where the principle of co-operation is partially accepted, the tendency is for the radiotherapy unit to appoint its own gynecologist. This is specious lip-service to co-operation in that it approves direct reference of patients to the radiotherapy unit. It differs fundamentallv from the scheme whereby a small hospital group of gynecologists delegates to one of its members the task of co-operation with the radiotherapy unit in all its malignant cases. Such an arrangement may, in some circumstances, be expedient, but it is not, to my mind, ideal or even desirable. Every gynecologist should retain personal contact with the overall care of these very important cases.
Without undue cynicism, one must not be unmindful of a further undesirable trend. In some hospitals where full and cordial co-operation at present exists this happy condition of affairs is to some extent dependent upon the radiotherapist's lack of beds-and to a less extent upon his lack of suitable facilities for independent follow-up. We must therefore regard with some disquiet the present trend towards the further development of bigger and better independent radiotherapy centres embracing full inpatient, as well as outpatient, accommodation and equipment.
Such a centre with its own specialized surgeons, gynecologist, &c., if left to unrestricted evolution, will be liable to develop into a self-contained Cancer Hospital (so popular in America); and if patients are accepted direct, will gradually deprive all other departments of their cases of malignant disease. A number of such centres, strategically dispersed, could ultimately form a sort of Carcinoma Cartel or "cancer closed shop". As a result of the director's natural (radiotherapeutic) bias, the gynecologist may find his clinical material limited to radiotherapy "throw-outs", and his operative field restricted to palliation and wide extirpation. These cancer gynzecologists, bringing a savage ingenuity to bear upon the task of devising bigger and better methods of evisceration, may well become a race apart--a sort of self-styled gyneecological elite with loyalties more surgical than gynecological. Their more humble colleagues, deprived of cancer material during training, may be regarded superciliously but tolerantly as well-meaning, but not really competent to deal with the wide and more complex problem of malignant gynecology. But surely our specialty is narrow enough to provide our young men and women with full experience and training to all aspects of gynecology-to produce consultants competent to handle every form of gynicological disorder or disease. For this purpose there must be no diversion of clinical material from gynaecological departments. And to this end, we must spare no efforts to guide the evolution of these radiotherapy centres into the right channels. The problem is by no means exclusively a gynxcological one. Many other departments of medicine and surgery find themselves in the same predicament, and concerted action is obviously desirable. I would submit for discussion the following general principles for the care of these patients:
(1) It should be clearly recognized at the highest level that cancer of the uterus is a gynecological disease, the care of which should be entrusted primarily and throughout to the gynecologist.
(2) The radiotherapist with his physicists, technicians and specialised appliances is an essential and welcome component of the team but, to avoid dual control, so confusing to the doctor and so prejudicial to the patient, the supreme responsibility must lie with the gynecologist.
(3) Radiotherapy units or centres should only accept these patients when referred by gynecologists.
(4) The gynecologist who finds himself too remote geographically for full co-operation with the radiotherapy department, should primarily refer his patient to a gynecologist at or near that department, thereby safeguarding subsequent gynxcological control.
(5) The primary decision as between surgery, radiotherapy, or both, should rest with the gynecologist. Correlation between surgery and radiotherapy, whether preor post-operative, must be maintained.
(6) The province of the radiotherapist is to design the precise dosage, distribution, type of applicator, screenage, &c. For this purpose he should co-operate in.the original assessment of the local pathology during the examination under anesthesia at which the complete plan of treatment should be designed.
(7) The gynxcologist should, if he so wishes (and many do), personally insert the radium with the technical assistance of the radiotherapy team. The quest for that elusive internal os can be humiliating even in cases of dysmenorrhoea and infertility. In some malignant cases it can defeat both the patience and skill of an experienced operator. False passages, perforations and total failure to insert the central tube are much more likely in the hands of the inexperienced, and for these the patient pays a heavy price. In some centres this essentially gynecological procedure is entrusted to a radiotherapy registrar.
(8) Inpatients should be accommodated in gynecological beds or, at least, in beds over which the gynecologist and his team can exercise some supervision and control. A few of the beds in a radiotherapy centre might be reserved for joint research.
(9) Follow-up should be a joint responsibility, and should be carried out in a gynecological department properly equipped and staffed for this intimate type of examination. There is much to be said for the system whereby these patients attend the ordinary follow-up clinics of the gynecological department. Segregation of malignant cases may have undesirable effects, psychological and otherwise.
(10) The undergraduate student should be given every opportunity of seeing these patients in the outpatient department, of observing their preliminary investigation, of taking part in the technical examination under anaesthesia, and of interesting himself in the after-care and follow-up. He will thereby become imbued with the paramount importance of overall gynicological supervision, and, by the same token, will be vastly less likely after registration to refer his own patients direct to the radiotherapist.
(11) The postgraduate trainee gynecologist must, under supervision, be afforded as much personal responsibility as possible for such cases in all phases. Such a desirable consummation can only be achieved by primary relegation of all cases to gynaecological units and by sustained gynecological control.
Much might be said on the subject of the relative opportunities for progress and research in the two departments. I have avoided reference to "smears" and carcinoma in situ. Not because I think it a subject to ignore, but because I regard the issue as undecided, and highly controversial. In the hands of the fanatic it can lead to considerable cervical carnage and to more than -somewhat of pelvic pillage! In more temperate hands it may well constitute a form of clinical research stimulating alike to the student and trainee, and is therefore to be encouraged with safeguards in teaching gynecological departments. There are also many other avenues of research open only to the clinician, and calculated to widen the gynaecological horizon. This has special application to the commoner cervix cases-but there is also a wide field in the syndrome of diabetes, heredity, late menopause, radium, oestrogens, &c., in relation to carcinoma of the corpus. I find it difficult to imagine that a department like radiotherapy, concerned predominantly with the pure mechanics of treatment, can contribute much to the improvement of visibility in the gynecological atmosphere. We must, however, watch with interest the activities of the relatively new "linear accelerator".
The basi? claims which I have enumerated may seem to constitute considerable territorial ambitions -they may even savour a little of the unilateral; but if the uterus is no longer gynaecological territory, we are face to face with quite a new type of frontier. From contacts with my colleagues it is clear that feelings on this matter of co-operation are rising in temperature as well as tempo. But we must maintain an attitude of patience and tolerance-tolerance, not of what would be prejudicial to our patients and our specialty, but of reasonable compromise and co-operation. I would plead for no appeasement-and no retreat from the principle of overall gyniecological control.
DISCUSSION ON RUPTURE OF THE UTERUS IN PREGNANCY AND LABOUR
Mr. Donald Fraser: Cases of ruptured uterus in pregnancy or labour are dangerous and bristle with difficulties of diagnosis and treatment. My own experience is limited to 5 cases-3 in relation to previous CQsarean sections or hysterotomy and 2 so-called "spontaneous ruptures". I make no apology for the paucity of this material, for too easy a familiarity with this subject is unbecoming, as many cases are preventable. This was certainly true of 2 of mine. All 5 patients survived with 2 babies and 1 uterus salvaged.
I would like to give you my impressions of current literature and to report 2 cases of rupture in pregnancy in some detail. I have not gone back very far into the literature as the quality of material and conclusions to be drawn have altered considerably over the years with modern changes in obstetric trends-notably the improved safety of lower segment Cesarean section as a by-pass to all the gross mechanical difficulties experienced in labour.
The incidence of ruptured uterus appears to be relatively constant at about 1 in 1,500 to 2,000 deliveries. It has been estimated as the cause of maternal death in 5% of cases in the United States. In the Rotunda practice (1948) (1949) (1950) (1951) (1952) 15 ruptures occurred in 20,000 deliveries, of whom 4 died. This constituted 8% of their total maternal mortality of 48 cases in that series. Various suggestions as to classification have been made and I think the most useful is that of Brierton who reported on a series of 57 cases in 1950. His groups are (1) post-Cesarean; (2) so-called "spontaneous"
